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Stages of Facing RealityStages of Facing Reality

•• Stage 1. “The data are wrong.”Stage 1. “The data are wrong.”
•• Stage 2. “The data are right, but it’s not a Stage 2. “The data are right, but it’s not a 

problem.”problem.”
•• Stage 3. “The data are right; it is a problem; but i t Stage 3. “The data are right; it is a problem; but i t •• Stage 3. “The data are right; it is a problem; but i t Stage 3. “The data are right; it is a problem; but i t 

is not my problem.”is not my problem.”
•• Stage 4. “I accept the burden of improvement.”Stage 4. “I accept the burden of improvement.”
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Dartmouth Atlas of Health CareDartmouth Atlas of Health Care

Hospital Referral Regions In The United StatesHospital Referral Regions In The United States
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Unwarranted Variation in Health Care Delivery:Unwarranted Variation in Health Care Delivery:

Variation that can’t be explained by Illness, Variation that can’t be explained by Illness, 
medical evidence or patient preferencesmedical evidence or patient preferences



The Three Categories of Unwarranted The Three Categories of Unwarranted 
Variation in Health Care DeliveryVariation in Health Care Delivery

Effective Care:Effective Care:
EvidenceEvidence--based Care That All with Need Shouldbased Care That All with Need Should
ReceiveReceive

PreferencePreference--Sensitive CareSensitive Care

SupplySupply--Sensitive CareSensitive Care



PreferencePreference--Sensitive Care Sensitive Care 

•• Involves tradeoffs Involves tradeoffs ---- more than one treatment exis ts more than one treatment exists 
and the outcomes are differentand the outcomes are different

•• Decisions should be based on the patient’s own Decisions should be based on the patient’s own •• Decisions should be based on the patient’s own Decisions should be based on the patient’s own 
preferencespreferences

•• But Provider Opinion Often Determines Which But Provider Opinion Often Determines Which 
Treatment is UsedTreatment is Used



Knee replacement per 1,000 Medicare Knee replacement per 1,000 Medicare 
enrolleesenrollees
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Relationship Between Knee Replacement Rates among Relationship Between Knee Replacement Rates among 
hospital referral regions in 1992hospital referral regions in 1992--93 and 200093 and 2000--0101
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Determining the Need for Hip and Knee Arthroplasty:  Determining the Need for Hip and Knee Arthroplasty:  
The Role of Clinical Severity and Patients’ Prefere ncesThe Role of Clinical Severity and Patients’ Prefere nces

•• .   .   .  Among those with severe arthritis, no mo re than 15%.   .   .  Among those with severe arthritis, no mo re than 15%
were definitely willing to undergo (joint replaceme nt), emphasizing were definitely willing to undergo (joint replaceme nt), emphasizing 
the importance of considering both patients’ prefer ence and the importance of considering both patients’ prefer ence and the importance of considering both patients’ prefer ence and the importance of considering both patients’ prefer ence and 
surgical indications in evaluating need and appropr iateness of surgical indications in evaluating need and appropr iateness of 
rates of surgeryrates of surgery



Conditions involving preferenceConditions involving preference--sensitive sensitive 
surgical decisionssurgical decisions

ConditionCondition Treatment OptionsTreatment Options

•• Silent Gall stonesSilent Gall stones Surgery versus watchful waitingSurgery versus watchful waiting
•• Chronic Stable Angina             PCI vs. surgery v s. other methodsChronic Stable Angina             PCI vs. surgery v s. other methods
•• Hip and Knee arthritisHip and Knee arthritis Joint replacement vs. pain medsJoint replacement vs. pain meds•• Hip and Knee arthritisHip and Knee arthritis Joint replacement vs. pain medsJoint replacement vs. pain meds
•• Carotid Artery stenosis            Surgery vs. aspi rinCarotid Artery stenosis            Surgery vs. aspi rin
•• Herniated DiscHerniated Disc Back surgery vs. other strategies Back surgery vs. other strategies 
•• Early prostate cancer  Early prostate cancer  Surgery vs. radiation vs. wa itingSurgery vs. radiation vs. waiting
•• Enlarged prostateEnlarged prostate Surgery vs. other strategies     Surgery vs. other strategies     



Variations in Healthcare: Preliminary Variations in Healthcare: Preliminary 
FindingsFindings

2010 Military Health System Conference2010 Military Health System Conference

Part 2 Part 2 –– Comparing MHS and Medicare Variation in Comparing MHS and Medicare Variation in 
Coronary Artery Disease Coronary Artery Disease 

January 25, 2010

Michael Dinneen MD PhD, OASD/Health Affairs

Bob Kelley MS, Thomson Reuters



PCI and CABG for Stable Angina per 10,000 PCI and CABG for Stable Angina per 10,000 
MHS Eligibles by HRRMHS Eligibles by HRR
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Which rate is right?  Impact of improved Which rate is right?  Impact of improved 
decision quality on surgery rates: BPHdecision quality on surgery rates: BPH

Knowledge of relevant treatment 
options and  outcomes

Concordance between patient 
values and care received



Bottom Line Implication: Bottom Line Implication: 

Clinical Appropriateness should be based on sound Clinical Appropriateness should be based on sound 
evaluation of treatment options (outcomes research)evaluation of treatment options (outcomes research)

Medical Necessity should be based on informed Medical Necessity should be based on informed 
patient choice among clinically appropriate options  patient choice among clinically appropriate options  patient choice among clinically appropriate options  patient choice among clinically appropriate options  
(high quality shared decision making)(high quality shared decision making)



SupplySupply--Sensitive Care Sensitive Care 

•• The frequency of use is governed by the assumption that The frequency of use is governed by the assumption that 
resources should be fully utilized, i.e. that more i s betterresources should be fully utilized, i.e. that more i s better

•• Specific medical theories and medical evidence play  little role in Specific medical theories and medical evidence play  little role in 
governing frequency of usegoverning frequency of use

•• In the absence of evidence and under the assumption  that more is In the absence of evidence and under the assumption  that more is 

better, available supply governs frequencybetter, available supply governs frequency of useof use



Preference -

Effective Care

Supply-Sensitive Care

Proportion of Medicare Spending Attributed to Each 
Category of Unwarranted Variation

63%
12%

25%

Preference -
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Days in Hospital and Inpatient Visits per Patient  Days in Hospital and Inpatient Visits per Patient  
Last 2 Years of Life for those with Chronic illnessLast 2 Years of Life for those with Chronic illness

(Selected U.S. Regions)(Selected U.S. Regions)

RegionRegion Days in HospitalDays in Hospital Inpatient VisitsInpatient Visits

Los AngelesLos Angeles 28.028.0 76.976.9

PittsburghPittsburgh 24.824.8 54.454.4PittsburghPittsburgh 24.824.8 54.454.4

San FranciscoSan Francisco 18.718.7 34.534.5

DenverDenver 14.614.6 26.326.3

SeattleSeattle 13.713.7 20.220.2

Salt Lake CitySalt Lake City 11.611.6 15.415.4



Contrasting Practice Patterns in Managing Chronic I llness Contrasting Practice Patterns in Managing Chronic I llness 
in Regions (HRRs) Ranked in Highest and Lowest in Regions (HRRs) Ranked in Highest and Lowest 

Utilization Quintile (patients in their last 2 year s of life)Utilization Quintile (patients in their last 2 year s of life)

Resource input/UtilizationResource input/Utilization Low HRRsLow HRRs High HRRsHigh HRRs Ratio H/LRatio H/L

Medicare $ per capitaMedicare $ per capita $38.300$38.300 $60,800$60,800 1.591.59

Physician Labor/1,000Physician Labor/1,000

All Physicians All Physicians 16.616.6 29.529.5 1.781.78All Physicians All Physicians 16.616.6 29.529.5 1.781.78

Medical SpecialistsMedical Specialists 5.65.6 13.113.1 2.352.35

Primary Care DoctorsPrimary Care Doctors 7.47.4 11.511.5 1.551.55

Ratio:  MS/PCP Ratio:  MS/PCP 0.760.76 1.141.14 1.501.50



Contrasting Practice Patterns in Managing Chronic I llness Contrasting Practice Patterns in Managing Chronic I llness 
in Regions (HRRs) Ranked in Highest and Lowest in Regions (HRRs) Ranked in Highest and Lowest 

Utilization Quintile (patients in their last 2 year s of life)Utilization Quintile (patients in their last 2 year s of life)

Low HRRsLow HRRs High HRRsHigh HRRs Ratio H/LRatio H/L

End of Life CareEnd of Life Care

Hospital Days (L6M)Hospital Days (L6M) 8.58.5 15.615.6 1.831.83Hospital Days (L6M)Hospital Days (L6M) 8.58.5 15.615.6 1.831.83

Hospital MD Visit (L6M)Hospital MD Visit (L6M) 12.912.9 36.336.3 2.822.82

% Seeing 10 or more MDs% Seeing 10 or more MDs 20.820.8 43.743.7 2.162.16

% Deaths in ICUs % Deaths in ICUs 14.314.3 23.223.2 1.631.63



Spending during the last two years of life at Spending during the last two years of life at 
selected academic medical centers (deaths 2001selected academic medical centers (deaths 2001--05)05)

Hospital NameHospital Name

TotalTotal
MedicareMedicare
spendingspending

InpatientInpatient
sectorsector

spendingspending

SNF/longSNF/long--
term sectorterm sector
spendingspending

HomeHome
healthhealth

spendingspending

NYU Medical CenterNYU Medical Center 105,068105,068 75,62275,622 5,5455,545 5,9965,996

UCLA Medical CenterUCLA Medical Center 93,84293,842 63,90063,900 6,8916,891 3,9943,994

Brigham and Women'sBrigham and Women's 87,72187,721 50,15650,156 13,63313,633 4,9434,943Brigham and Women'sBrigham and Women's 87,72187,721 50,15650,156 13,63313,633 4,9434,943

Johns HopkinsJohns Hopkins 85,72985,729 63,07963,079 3,2873,287 1,8131,813

Cleveland ClinicCleveland Clinic 55,33355,333 34,37234,372 5,1015,101 2,1942,194

Mayo Clinic (St. Mary's)Mayo Clinic (St. Mary's) 53,43253,432 34,37234,372 7,1147,114 662662



The patient experience of endThe patient experience of end--ofof--life care at s elected life care at selected 
academic medical centers (deaths 2001academic medical centers (deaths 2001--05)05)

Hospital NameHospital Name

HospitalHospital
days (last 6days (last 6

months)months)

MD visitsMD visits
(last 6(last 6

months)months)

% of deaths% of deaths
with ICUwith ICU

admissionadmission

Average coAverage co--
paymentspayments

(last 2 years)(last 2 years)

NYU Medical CenterNYU Medical Center 31.231.2 76.976.9 35.135.1 5,5445,544

UCLA Medical CenterUCLA Medical Center 18.518.5 52.852.8 37.937.9 4,8354,835

Brigham and Women'sBrigham and Women's 16.116.1 37.137.1 26.226.2 3,7293,729Brigham and Women'sBrigham and Women's 16.116.1 37.137.1 26.226.2 3,7293,729

Johns HopkinsJohns Hopkins 16.516.5 28.928.9 23.223.2 3,3903,390

Cleveland ClinicCleveland Clinic 14.814.8 33.133.1 23.123.1 3,0453,045

Mayo Clinic (St. Mary's)Mayo Clinic (St. Mary's) 12.012.0 23.923.9 21.821.8 2,4392,439



Per Capita Resource inputs and Health Outcomes:Per Capita Resource inputs and Health Outcomes:
High versus Low Quintiles of SpendingHigh versus Low Quintiles of Spending

Cohort Health Outcomes

Survival: WorseSurvival: Worse
Functional Status:  Same
Satisfaction: worse
Perceived Access:  Worse
Objective Quality:   Worse



Bottom Line Implication: Bottom Line Implication: 

Reducing overuse of acute care hospitals Reducing overuse of acute care hospitals 
and growth of organized care should be a goaland growth of organized care should be a goaland growth of organized care should be a goaland growth of organized care should be a goal
of public policy as well as clinical policyof public policy as well as clinical policy



What we must do What we must do 

•• Establish Informed patient choice as the standard Establish Informed patient choice as the standard 
of practiceof practice
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What we must doWhat we must do

•• Establish Informed patient choice as the standard Establish Informed patient choice as the standard 
of practiceof practice

•• Build the scientific basis for clinical decision Build the scientific basis for clinical decision 
making (the science of health care delivery)making (the science of health care delivery)making (the science of health care delivery)making (the science of health care delivery)

•• Move from disorganized to organized systems of Move from disorganized to organized systems of 
care (longitudinal management of patient care (longitudinal management of patient 
populations)populations)

•• Reduce excess capacity and constrain Reduce excess capacity and constrain 
undisciplined growth in health care spendingundisciplined growth in health care spending



My ChallengeMy Challenge

Can Military Health Care lead the Can Military Health Care lead the 
nation in doing what we must do?nation in doing what we must do?



Thank You!!!!!Thank You!!!!!
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